One of the strengths of the TRANSFORM Project is its focus on important outcomes: prevention of hospital-acquired severe sepsis/septic shock and hospital-acquired acute respiratory failure. The authors observed statistically significant decreases in the incidence of hospital-acquired shock and respiratory failure, results that were maintained through the sustainability period, while non-intervention units in the same hospital showed an increase in the rates of these same outcomes. It could be argued that the focus of the program led to earlier detection of sepsis and respiratory failure, resulting in decreases in apparent incidence of hospital-acquired conditions without changing the overall burden of disease (because more cases were coded "present on admission"). While earlier detection of cases is generally a desirable outcome, there is some risk of overdiagnosis and overtreatment of cases that would not have developed into sepsis or respiratory failure. Despite these risks, the TRANSFORM Project shows that a bundle of interventions can potentially improve safety outcomes and sustain these improvements over time, which is arguably evidence of a positive "change in safety culture."
An aspect of the development of a safety culture that has been previously described and that may help to explain much of the success of the TRANSFORM Project is the use of interdisciplinary teams. There is likely much benefit to be gained from the act of coalescing and supporting interdisciplinary teams focused on patient safety, especially at the clinical microsystem level. 6 These benefits may extend to diagnoses beyond the ones measured in this article and may also include: 1) improved team and patient/family communication, 2) improved nursing and physician engagement, 3) more efficient use of healthcare resources, and 4) better workplace morale.
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As JGIM readers consider implementing the TRAN SFORM Project at their own institutions, some important considerations and challenges arise. As with many bundled interventions, it is not completely clear which component of the bundle was most important for establishing the outcomes described, or if it is necessary to implement all components of the bundle. Although using multifaceted interventions is a common approach to behavior change in general, there is recent evidence to suggest that the multifaceted approach may be no better than single component interventions when attempting to change behavior in a healthcare setting. 10 Additionally, possibly due to space constraints, the roles of each of the participants in the intervention (Unit-Based Medical Director, Patient Safety Champion, etc.) are not completely clear. The methods used to select control nursing units are also not well described. The in situ simulation training of the TRAN SFORM Project is novel and interesting, but also may be the most resource-intensive component. Those tasked with implementing a project like TRANSFORM may wonder if the same outcomes can be achieved without the simulation training component. Additional implementation challenges that are not well described in the manuscript include: how to Published online December 13, 2014 best secure buy-in from leadership; the best method for overcoming the challenge of staffing, given the increased workload associated with the intervention; and the best way to access the resources needed for the intervention, such as simulation equipment or information technology.
Implementing safety culture improvements can be even more challenging in the setting of a teaching hospital. The AHRQ Patient Safety Culture Report for 2014 shows teaching hospitals lagging behind nonteaching hospitals in all 12 composites scores. 11 The TRANSFORM Project did incorporate internal medicine and surgery post-graduate year (PGY)-1 residents into the intervention. However, it is unclear what part more senior residents played in the intervention. Additionally, when designing interventions aimed at changing culture, whether patient safety or otherwise, the more prominent involvement of attending physicians should be considered. Both peer pressure and attending physician role modeling can be drivers of behavior change in the inpatient teaching setting. 12 Given the near-universal desire to improve patient quality and safety, and the challenges of trying to implement the methods of peer-reviewed articles in "reallife" settings, we suggest that practical, science-based implementation interventions such as TRANSFORM are most helpful when they can be translated into an evidence-based "How To" guide in order to facilitate rapid uptake and spread. Therefore, we propose recommendations for both authors and journal editors who desire to disseminate future interventions:
Authors: When conducting implementation science interventions focused on patient safety, a concerted effort should be made to:
1. Design interventions that are as generalizable and replicable as possible, given the limitations of the experimental setting. 2. Describe the intervention using an in-depth, online supplement format, with a focus on defining the role of each participant. 3. In this supplement or in the manuscript itself, be sure to explain how to measure success in terms of both processes and outcomes.
Journal Editors: Given the space limitations in most scientific journals, efforts should be made to:
1. Publish detailed descriptions of interventions, using an established guideline, as an online appendix. 2. Use the journal's "Instructions for Authors" to describe expectations of authors with regard to these types of interventions. 3. Encourage authors presenting novel interventions to consider including in the body of the manuscript, or as figure, practical considerations for implementation and evaluation of the intervention.
4. Consider the importance of the emerging field of implementation science: Publish work describing applications of previously described interventions, in order to grow the body of literature describing strategies that have succeeded in improving safety culture in different settings.
The TRANSFORM Program represents an early snapshot of a successful attempt to improve patient safety culture. This program, and others like it, should be applied elsewhere to determine their generalizability to other nursing units, hospitals, and health systems, so that the evidence around how to develop a culture of safety will be strengthened and deepened.
